Person-centred care interventions can improve the quality of life and decrease behavioural problems of people with dementia. Although not convincingly proven, person-centred care interventions may benefit the caregivers as well. This study aims to gain insight into how working with the Veder Contact Method (VCM) -a new person-centred care methodinfluences the job satisfaction of caregivers.
Introduction
Dementia is a severe disease that affects cognition, performance of daily activities, mood and behaviour. About 80% of the people with dementia living in a nursing home show one or more neuropsychiatric symptoms, such as depression, agitation, anxiety, apathy and aggression (Zuidema et al., 2007) . Nowadays, there is a trend towards deinstitutionalisation, the consequence of which is that people with dementia stay at home longer and usually make the transition to a nursing home in a later stage of the disease (Kolanowski et al., 2010) . One effect of this development is that the care for people with dementia in nursing homes has become more demanding for professional caregivers in recent years (Lawrence et al., 2012) . Research shows that the complex needs of residents places high demands on caregivers and may lead to significant burden (De Rooij et al., 2012) . Person-centred care, as developed by Tom Kitwood (1997) , supports caregivers to cater to the individual needs, lifestyle and preferences of people with dementia. Research has shown that delivering person-centred care in nursing homes can positively influence the behaviour, mood and quality of life of people with dementia (Boersma et al., 2017 (in press ); Finnema et al., 2000; Olazarán et al., 2010; Rokstad et al., 2013) . Some studies indicate that personcentred care can also positively influence the job satisfaction of the caregivers (Barbosa et al., 2014; Van den Pol-Grevelink et al., 2012) . Other research did not find significant influences on the job satisfaction of caregivers after implementation of new person-centred care methods (Finnema et al., 2005; Fritsch et al., 2009; Lauriks et al., 2008) . Job satisfaction is defined by Spector (1997) as an attitude concerning the extent to which people like (satisfied) or dislike (unsatisfied) their job. Bakker et al. (2014) thoroughly investigated the concept of job satisfaction. They state that job-related outcomes are related to both burnout and work engagement. Burnout is presumably caused, among other things, by high job demands, whereas work engagement is presumably caused by the availability of job resources. Job demands in nursing home care are, for example: high caseload, complexity of tasks, and emotional demands, all leading to the experience of work pressure. Examples of job resources in nursing home care are social support by colleagues, supervision and coaching, and control over time. Individual characteristics (e.g. personality, personal resources) influence both burnout and work engagement (Bakker et al., 2014) . This brief description of the concept of job satisfaction shows that it represents a variety of dimensions, perspectives and experiences.
In the Netherlands, a new person-centred care method, the Veder Contact Method (VCM), has recently been developed and implemented in daily dementia care by Foundation Theatre Veder (www.theaterveder.nl/nl/english). VCM was developed as a variant of the Veder method as 'a living-room theatre performance'. Both methods provide tools for caregivers to improve the communication with people with dementia, in order to achieve reciprocity in contact and promote feelings of wellbeing, identity and self-esteem, but VCM is integrated in 24-hour daily care. VCM is applied within the time available during daily care moments such as washing, eating, having tea/coffee, or going to bed (Boersma et al., 2017b) , whereas the original Veder method is an interactive theatre performance, applied in the living room of nursing homes. Van Dijk et al. (2012) showed that even two hours after a living-room theatre performance, the people with dementia were more alert, less confused and were having more fun. They also felt more at home and were more socially involved. In the 'Methods' section the intervention VCM is comprehensively described.
In previous qualitative research on the original Veder method as a 'living-room theatre performance', caregivers reported more job satisfaction (Van Dijk et al., 2011) . Following this finding, we assumed that VCM might also positively influence the job satisfaction of caregivers working with people with dementia in nursing homes. As described above, job satisfaction includes several interrelated concepts. We therefore designed a study on job satisfaction using both quantitative and qualitative methods. Our aim was to determine whether caregivers' job satisfaction improved after implementing VCM, and which specific aspects of job satisfaction improved. The target question of the present study was: Does implementation of VCM on nursing home wards have a positive impact on the job satisfaction of professional caregivers who were trained in applying the method in daily care?
Methods
The present study is part of a larger study, i.e. 'The implementation of the Veder Contact Method (VCM) in daily nursing home care for people with dementia: an evaluation based on the RE-AIM framework' (Boersma et al., 2017b 
Design
This mixed-methods study combined quantitative and qualitative research methods (Johnson et al., 2007) . Using a quasi-experimental design (a pretest-posttest control group design), we obtained insight into whether the implementation of VCM influenced job satisfaction of the caregivers. Additionally, qualitative research was conducted on the experimental wards to gain a more profound understanding of how working with VCM influences job satisfaction. After the implementation of VCM, focus groups were executed with caregivers, as well as individual interviews with managers from the experimental wards.
Settings and participants
Caregivers from six wards from four nursing homes spread across different regions of the Netherlands where VCM was implemented (experimental groups) were compared with caregivers from six control wards from the same four nursing homes providing Care as Usual (CAU). Matching took place on type of ward (open or closed), number of residents on the ward and applied care method (e.g. small-scale living or conventional residential living) (see Table 1 ). All caregivers from the participating wards who were involved in the 24-hour care for people with dementia and who worked on the ward with a permanent contract were included in the study. Two volunteers who took care of the people with dementia at least once a week also participated in the study. Temporary staff, students, and caregivers who only worked during night shifts and were unable to follow the training program, were excluded. Participating caregivers and volunteers were asked to sign an informed consent form, ensuring the confidentiality of the data (Dutch Trial Register, number NTR4248). (Cohen, 1977) . The sample size calculation was thereafter corrected for clustering of caregivers within wards using the following formula N = 45*(1+(m-1)*ICC), where we intended to include eight wards per group and we assumed an average number of eight participating caregivers per ward (i.e. m = 8 in the formula above) and an intra-class correlation coefficient of 0.05 (Adams et al., 2004) , yielding a total of 64 caregivers per group. Foundation Theatre Veder informed the caregivers of the experimental wards about the implementation of VCM. All participating caregivers were assured that the collected data would be treated confidentially.
The Veder Contact Method (VCM) Both VCM and the Veder method as 'living-room theatre performance' combine core elements of treatments from existing and internationally used methods, such as reminiscence (Woods et al., 2005) , validation (Feil, 1992) , integrated emotion-oriented care (Finnema et al., 2005) and neuro-linguistic programming (Bandler & Grinder, 1975 Boersma et al. (2017b) the intervention and its implementation are described in more detail.
Measuring instruments and procedures
Quantitative measurements in the experimental group and the control group were carried out at T0 (baseline, before the implementation of VCM) and T1 (nine months after the start of the implementation when the implementation phase was completed). At T0 and T1 the first author and researcher (PB) distributed the surveys to the caregivers in a closed envelope, personally or via their manager if the caregiver was not present. Caregivers were asked to return the survey as soon as possible. A pre-stamped envelope was provided to send the completed surveys back to the researcher. The surveys were numbered, but only the first researcher knew which number was connected to which caregiver to send out reminders if necessary. The qualitative methods, focus groups and interviews were carried out on the experimental wards at T1. Participating caregivers in the focus groups received a gift certificate.
Caregiver characteristics
At baseline (T0), information was gathered on caregivers' age, gender, nationality, education, current position, current job experience, and number of hours employed.
Quantitative data
Job satisfaction (Leiden Quality of Work Questionnaire) As a quantitative measure, we used the validated self-report questionnaire Leiden Quality of Work Questionnaire (LQWQ) (Van der Doef & Maes, 1999) . The LQWQ consists of 23 items, divided over five subscales. The scale has been applied in earlier research among caregivers in dementia care (Te Boekhorst et al., 2008) . The subscale 'work and time pressure' (five items) measures demands, the subscale 'job satisfaction' (six items) measures job satisfaction in general, the subscale 'autonomous decision making' (four items) measures control regarding the work, the subscales 'social support from colleagues' (four items) and 'social support from supervisors' (four items) measure social support. For all subscales a higher score indicates better quality of work (i.e. the caregiver experiences less demands, more satisfaction, more control and more social support). The items are scored on a four-point Likert scale, ranging from 'totally disagree' to 'totally agree'. 
Qualitative data
Additional qualitative data about the job satisfaction of the caregivers were collected via focus groups with caregivers and semi-structured interviews with managers of all six experimental wards. These qualitative data were collected and analysed as part of the process analysis of the implementation of VCM, and were described in Boersma et al. (2017a) .
Focus groups
The focus groups were conducted in the nursing homes with trained caregivers to investigate how working with VCM influences their job satisfaction. Every focus group consisted of caregivers from the same team. Focus groups were made up of at least three and at most eight participants per ward (Kitzinger, 1995) . The team managers of the wards asked the caregivers to participate in the focus groups, based on purposive sampling. Selection criteria were (1) participation in the training programme, (2) a variety of professions and expertise, and (3) being available (e.g. not having a day off or holiday). The first author and researcher (PB) acted as moderator during the focus group interviews; a total of four female research assistants (two bachelor students, two master students) acted as observers in the different focus groups (SeY, MD, LW, LB). Within the context of the earlier executed process analysis (Boersma et al., 2017a) , a predetermined topic list was developed based on the five constructs of the RE-AIM framework. Job satisfaction was an aspect from this topic list. From this topic list, which included the aspect of job satisfaction, we derived an interview schedule. The central question in this schedule regarding job satisfaction was: 'How did implementation of VCM influence your job satisfaction?' Probing questions such as 'If VCM does influence your job satisfaction, can you tell me more about that?'; 'If VCM does not influence your job satisfaction, can you explain'?; or 'What do you mean exactly?' were asked in order to stimulate the participants to tell more about their experiences. The focus groups lasted 52-96 minutes (mean duration 73 minutes). All focus groups were audiotaped and subsequently transcribed verbatim.
Interviews
Eleven managers who were involved in the implementation of VCM were approached by e-mail or phone to participate in the study. The interviews with the managers were conducted face-to-face by the first author and researcher (PB). The predetermined topic list used for the focus groups, was also used for the interviews. The central question for the managers was: 'How did implementation of VCM influence the job satisfaction of the caregivers of your ward and in what way?' The interviews took place in the nursing home of the interviewee and lasted 37-98 minutes (mean duration 60 minutes). All interviews were audiotaped and subsequently transcribed verbatim.
Analysis

Data management
If possible, caregivers who handed in an incomplete LQWQ questionnaire were immediately asked to complete the questionnaire. To determine whether the data was missing at random or not, we compared baseline characteristics of completers and non-completers. Significant differences on baseline characteristics between cases with a complete LQWQ and cases with one or more missing values on the LQWQ were only found for function (the group of caregivers with missing values had fewer nurses, more volunteers and team managers). We therefore concluded that there were no structural missing data, and assumed that our missing data were missing at random (MAR) (Rubin, 1976) . In the experimental group missing values on each of the 23 items ranged from 0 (0.0%) to 3 (4.0%) at T0, and from 0 (0.0%) to 7 (9.3%) at T1; in the control group from 0 (0.0%) to 3 (8.3%) at T0, and from 0 (0.0%) to 3 (8.3%) at T1. Working with only complete-case analysis (CCA), which is actually the best method for dealing with data missing at random, would reduce the power (Eekhout et al., 2012) . Following Eekhout et al. (2014) we therefore decided to use multiple imputation. Missing item values were imputed using multiple imputation by creating five imputation datasets (Eekhout et al., 2014) , which is advised as the minimum by Van Buuren (2012). The variables age, gender, nursing education level, working experience as caregiver, working experience with people with dementia, experimental or control group, moment of measurement, working hours according to contract, and type of contract served as independent variables. These variables were chosen because they could be predictable for the item scores.
Quantitative data analysis
Data were analysed with SPSS for Windows version 22 (IBM Corp., Armonk, NY, USA). Baseline characteristics of the caregivers were calculated using percentages, means and standard deviations or median and interquartile ranges, depending on the distribution of the data. Differences in baseline characteristics of the experimental and control groups were tested using chi-squared tests or Fisher's exact tests for dichotomous or nominal variables, and independent samples t-tests or Mann-Whitney U-tests for interval or ordinal variables. The same statistical tests were used to perform a non-response analysis of caregivers from the experimental group and the control group who dropped out before the posttests, and finally, the caregivers who dropped out during the study were compared with caregivers who completed the study. To examine differences in changes in job satisfaction between caregivers of the experimental group and the control group, a non-parametric Mann-Whitney U-test was performed on the difference-score (d-score) between T1 and T0 in the imputation dataset. The mean p-value of the five imputation sets is reported. Baseline characteristics that differed between the groups were tested for potential confounding influence via a one-way ANOVA on the d-score. Subscales of the LQWQ that were related to potential confounders were retested via linear regression analysis on the d-scores. All statistical tests were conducted two-sided with an alpha level of 0.05.
Qualitative data analysis
The verbatim transcripts of the focus groups and interviews were analysed using a deductive method of data analysis. The data was gathered within the context of the process analysis (Boersma et al., 2017a) and was coded based on a predetermined analysis scheme derived from the five constructs of the RE-AIM framework (Reach, Effectiveness, Adoption, Implementation and Maintenance) (Glasgow et al., 1999) . 'Job satisfaction' was a category within the construct 'adoption', which is defined as the willingness of caregivers to change their behaviour as a result of the implemented intervention. The totality of codes and text fragments were entered in the qualitative software program NVivo (qualitative data analysis software; QSR International Pty Ltd. Version 10, 2012). To answer the research question from the present study, all data under 'job satisfaction' in the 'adoption' construct were selected and subsequently coded by two independent researchers (PB and JvW) to ensure reliability of coding. The outcomes showed few differences between the two researchers. A within-cases analysis was carried out: text fragments from each ward were organised per theme using the predetermined analysis scheme (Braun & Clarke, 2006) . The results were discussed in the research group (PB, JvW, RMD, BvM) to achieve consensus on the main outcomes of the analyses. In the 'Results' section, quotations that reflect the responses given by the interviewees are presented to illustrate the findings. The quotations are coded based on the respondents' number (Resp) and function (Caregiver versus Manager).
Ethical issues
This study was approved by the Medical Ethical Committee and the Scientific Committee of the EMGO Institute for Health and Care Research of the VU University medical center in Amsterdam (number 2009/142). Prior to participation, the caregivers and managers from the twelve wards, including the caregivers participating in the focus groups, gave written informed consent after being informed about the study orally and in print. In addition, prior to the focus groups and interviews, all caregivers and managers gave oral informed consent for this part of the study.
Results
Response A consort diagram for the recruitment of the caregivers is shown in Figure 1 . Two hundred and twenty-eight caregivers were eligible and included in the study. Of the 148 included caregivers in the experimental group, 118 filled (80%) in the survey at pretest. Seventy-five of them completed the posttest (51%). In the control group 80 caregivers were included; 56 (70%) caregivers filled in the survey at pretest, and 36 of them completed the study (45%).
Eligible caregivers (n = 228)
Allocated to CAU from 6 control wards (n = 80) Dropout before/during pretest: n = 24:
• No response n = 21
• Changed job n = 3
Allocated to VCM from 6 experimental wards (n = 148) Dropout before/during pretest: n = 30:
• Background characteristics Significant differences were found between caregivers from the experimental group and the control group who completed the study on nursing educational level (p = 0.008) and function (p = 0.030). Caregivers on the control wards were more highly educated and differed in function: more qualified nurses and fewer nursing assistants, more coordinators, fewer therapists and fewer hostesses (see Table 3 ). A relation was found at the pretest between the educational level and scores on the subscales 'autonomous decision making' (p = 0.004) and 'social support from colleagues' (p = 0.031), making educational level a potential confounder in the effect study. It was therefore included as a covariate in the analyses. Further analyses showed significant differences in function (p = 0.019) between caregivers who completed the study and caregivers who dropped out. The latter group contained significantly more nursing assistants, fewer nurses who combined their function with a function as coordinator and fewer head nurses. Finally, caregivers from the control group who dropped out had significantly more working experience with people with dementia (p = 0.011) and worked on the ward longer (p = 0.021) in comparison with caregivers from the experimental wards who dropped out. Table 3 . Baseline characteristics of caregivers who completed the study *Significant on a p = 0.05 level
Quantitative outcomes
As Table 4 shows, median scores on the subscales were approximately the same in the experimental group and in the control group at both times. Also, the interquartile range was not very large, indicating a low variability. Results of the non-parametric Mann-Whitney U-tests are summarized in Table 5 . No significant changes between T0 and T1 were found on the five subscales of the LQWQ between the experimental and the control group. After correcting for the baseline difference in 'educational level of the caregivers', the changes for the subscales 'autonomous decision making' and 'social support from colleagues' remained insignificant (p = 0.88 and p = 0.99, respectively). Qualitative outcomes Forty-two caregivers participated in the focus groups. Their average age was 47 years, 40 of them were female and 64% worked in psychogeriatric nursing home care more than five years. Table 6 describes all the characteristics of the caregivers from the focus groups.
At first sight, the qualitative data of the focus groups seemed to support the outcomes of the quantitative data of the LQWQ. A proportion of the caregivers reported that implementation of VCM did not influence their job satisfaction. When talking more about the influence of implementing VCM on their daily caring tasks, some of the caregivers reported several aspects that could be interpreted as indicators of a more positive job satisfaction. In contrast to the caregivers, most interviewed managers immediately mentioned that VCM had a positive influence on the job satisfaction of the caregivers. They reported that with VCM, caregivers could handle difficult behaviour of the residents more easily and they also noticed more fun in the interaction between caregivers and residents. Managers concluded that these changes had influenced the job satisfaction of the caregivers. The different aspects reported by caregivers and managers are summarized and clarified in the following three themes. Occupational education, n (%)
Work in psychogeriatric care
Short (<1 year), n (%)
Middle (1-5 year), n (%) 3
Long (>5 year), n (%) 1 3 4 On the other hand, caregivers reported that VCM did not influence their job satisfaction, particularly when it did not help them to deal with difficult behaviour of residents, i.e. when residents did not respond positively.
Cheering up residents
Caregivers and managers reported that VCM helps to cheer up residents, and that working with happy residents is nicer and it is easier to sustain. Two caregivers explained: In summary, some caregivers experienced positive influences of using VCM on different aspects of their job, more specifically when they gained new care skills by applying VCM and when they noticed that residents benefitted from VCM, e.g. when it helped them to cheer up the residents. Managers mentioned comparable positive influences. Caregivers as well as managers reported that attending the training together as a team had contributed to the team building.
Discussion
This study assessed the influence of using VCM in the communication with people with dementia on the job satisfaction of nursing home caregivers. The quantitative self-report survey showed no significant difference in caregiver's job satisfaction after implementation of VCM. The qualitative results from the focus groups and interviews suggested that implementation of VCM influences some aspects of the daily work of caregivers. Caregivers who experienced benefits from applying VCM mentioned that it helped them to deal with residents who show difficult behaviour or depressed mood. Both caregivers and managers reported that the implementation trajectory of VCM had contributed to the team building, which for some had increased the pleasure they find in their work. Below we will discuss the findings in relation to the Veder method as 'living-room theatre performance', in relation to our previously executed process analysis (Boersma et al., 2017a) and in relation to other studies.
The qualitative findings of the present study are in line with the qualitative findings of Van Dijk et al. (2011) . In their study the interviewed caregivers reported that execution of the Veder method as 'living-room theatre performance' contributed to their job satisfaction. Playing a living-room theatre performance delighted the caregivers as it brought about positive reactions in the residents, which led to a closer contact with the residents. Comparable with the experiences of caregivers who implemented VCM, the caregivers who executed a 'livingroom theatre performance' experienced improved (inter)personal relations with colleagues.
Although not statistically proven on a group level, the qualitative findings suggest that both the Veder method as a 'living-room theatre performance' and VCM contain elements that can positively influence the job satisfaction of nursing home caregivers.
The themes 'facilitating the care' and 'cheering up residents' extracted from the qualitative data are related to the subscale 'work and time pressure'. In the process analysis of Boersma et al. (2017a) caregivers and managers reported that applying VCM was easy and required no extra time. Caregivers managed to integrate the method in their communication with the residents during the execution of daily caring tasks. Thus VCM may have alleviated the job demands of some of the interviewed nursing home caregivers, resulting in a more positive work experience.
The third theme extracted from the present study, i.e. 'team building', is related mainly to the subscale 'social support from colleagues' and was also mentioned in the process analysis (Boersma et al., 2017a) . During the training, caregivers shared work-related and personal experiences with each other, which resulted in mutual trust and subsequently to better collaboration. In the same process analysis caregivers reported that VCM provided a method which supported them to discuss difficult behaviour of residents with colleagues. In this respect one could assume that VCM increased caregivers' skills, and consequently also autonomy in the collaboration with colleagues of other disciplines. The influence of VCM in relation to social support from supervisors was not mentioned either in the process analysis (Boersma et al., 2017a) or in the present study.
Although some caregivers and managers reported that VCM influenced the job satisfaction positively, we did not find this on the subscale job satisfaction. Looking at the data in more detail, we see that caregivers already scored high on this subscale at T0 (i.e. the median score in the experimental group at T0 was 19 -range 4 to 24; in the control group this was 18), which leaves little room for improvement. Possibly the caregivers in the nursing homes were already highly motivated and satisfied about their job. Brodaty et al. (2003) described in their study, in which 253 nursing home caregivers were included, that 91% were content with their job. They also found that troublesome residential behaviour was not the most important factor on nursing staff burden. Other factors, such as the ability to accept residents' behaviour, leaderships styles, age of the caregiver, working experience, opportunities to discuss the psychological stress about their work were more important in experiencing strain.
Although in the focus groups and the interviews both caregivers and managers reported influences of VCM related to aspects of job satisfaction as measured with the LQWQ, i.e. job CHAPTER satisfaction in general, work and time pressure, social support from colleagues and indirectly also autonomous decision making, no statistically significant changes on the LQWQ could be demonstrated on a group level. Although it is possible VCM does not affect job satisfaction, another possibility is that the LQWQ is simply not sufficiently sensitive to assess the type of changes in job satisfaction associated with applying person-centred care. In the literature, we found two reviews focusing on the relation between person-centred care and job satisfaction in nursing homes (Barbosa et al., 2014; Van den Pol-Grevelink et al., 2012) . Three studies in the review of Van den Pol-Grevelink et al. (2012) used subscales of the LQWQ (Berkhout et al., 2004; Boumans et al., 2008; Te Boekhorst et al., 2008) . Other studies, in both reviews, used other self-report instruments for measuring job satisfaction: The Maastricht Work Satisfaction Scale for Healthcare and indicators adapted from Montgomery (1993) . In the review of Barbosa et al. (2014) , stress (as an outcome of demands) was measured with the General Health Questionnaire and the Hassles subscale of the Nurses Hassles and Uplifts scale. Based on these reviews two aspects are worth mentioning. First, the used scales cover different concepts as indicators of job satisfaction. Secondly, both reviews reported mixed results on (sub) scales of these instruments, suggesting that personcentred care methods do not influence all aspects of the job satisfaction of caregivers working with people with dementia in nursing homes. None of the included studies in psychogeriatric care found significant differences on the subscales autonomous decision making and social support from the supervisor with the LQWQ. However, Te Boekhorst et al. (2008) and Berkhout et al. (2004) found significant differences for the subscales work and time pressure (job demands) and social support from colleagues. Te Boekhorst et al. (2008) also found significant differences for the subscales autonomous decision making and job satisfaction. Boumans et al. (2008) found no significant difference for any of the subscales of the LQWQ used in psychogeriatric care. Although the interventions in the three mentioned studies were all classified as person-centred care, one might question whether they are comparable. The intervention involved in Te Boekhorst et al. (2008) concerned care in small-scale living arrangements, in Berkhout et al. (2004) resident-oriented care and in Boumans et al. (2008) demand-oriented care. We believe the intervention VCM in the present study is most comparable with resident-oriented and demand-oriented care. The studies using the LQWQ and the studies in both reviews using other instruments for measuring job satisfaction and stress also reported mixed results. Summarizing, with these instruments it appears difficult to find convincing evidence of person centred care influencing the job satisfaction of caregivers.
Recently two other studies in dementia care used the LQWQ to measure job satisfaction. Willemse et al. (2014) investigated the staff's person-centeredness in relation to job characteristics and job-related wellbeing, and found a significant difference on the subscale social support from colleagues. They concluded that social support from colleagues was an important factor for job satisfaction especially for caregivers who have a less personcentred attitude. In another study, Willemse et al. (2016) investigated the relation between an unhealthy work environment and the prescription of psychotropic drugs and physical restraints. In this study 993 nursing home caregivers filled in the LQWQ and minimal significant differences on the LQWQ were found (p = 0.049 for the subscale social support from colleagues). In our study (Boersma et al., 2017 in press) caregivers already scored high on person-centeredness at the start of the implementation of VCM, which may explain why we found no improvement on the subscale social support from colleagues.
In conclusion, the LQWQ seems sensitive enough to measure some changes after implementation of person-centred care methods, but the results are minimal and mixed and therefore make proper interpretation difficult. It is not unique that we found no significant results in our study with the LQWQ. These findings are in line with the review of Bakker et al. (2014) who concluded that our knowledge of the concepts underlying job satisfaction is still limited. The relation between job demands (i.e. work and time pressure) and job resources (i.e. social support and being in control), work engagement, motivation and burnout and how these concepts are associated with or influence the job satisfaction of nursing home caregivers, is unclear. Also, Bakker et al. (2014) described that personal resources (i.e. positive self-evaluations referring to a persons' sense of ability to successfully control and impact his or her environment) influence job resources. And to make it even more complicated, they state that daily fluctuations in burnout and work engagement cause daily fluctuations in job satisfaction. Because of this complexity of the concept of job satisfaction, and because the wards were not randomized, the results should be interpreted with caution. Although the sample in the present study consisted of caregivers working in nursing homes spread across different regions in the Netherlands, and caregivers who vary in age, education, working experience and ethnicity, the results cannot be generalised. As described before, the present study is part of a larger implementation study (Boersma et al., 2017b) . In the context of this implementation study a process analysis was executed (Boersma et al., 2017a) , which showed a variety of facilitators and barriers that need to be acknowledged before a nursing home can think about implementing VCM in daily care. We subsequently investigated the impact of the implementation on the behaviour of the caregivers and the behaviour, mood and quality of life of the people with dementia was investigated through observations (Boersma et al., in press ). This study showed that implementation of VCM positively affected the behaviour of nursing home caregivers (i.e. they were able to apply VCM during their daily caring tasks and they showed more positive communicative behaviour). The implementation of VCM also affected social behaviour (e.g. speech and relation with environment) and quality of life (i.e. positive affect and social relations) of the people with dementia. Altogether, the influences of VCM on job satisfaction are minimal, but considering the whole study we think the results are worthwhile.
Limitations
Some limitations need to be mentioned. First, the use of a self-report questionnaire. Although the LQWQ-questionnaire has been successfully used before in nursing home care (Berkhout et al., 2004; Te Boekhorst et al., 2008; Willemse et al., 2014 Willemse et al., , 2016 , the use of a selfreport questionnaire in this study also involved some risks. With a self-report questionnaire we rely on the honesty of the caregivers. As job satisfaction is influenced by individual CHAPTER 150 characteristics and even by the variance in daily measurements, a self-report questionnaire measured at two moments (T0 and T1) may not be the preferred instrument. Bakker et al. (2014) therefore suggested using diaries in research or the experience sampling method (ESM; Dimotakis et al., 2013) . In ESM participants answer multiple questions during several days, which provides insight into job demands and work engagement during the different daily tasks of caregivers. Furthermore, there is always the risk of response bias, caregivers who tend to answer questions in a certain way, regardless of the actual meaning of the question, e.g. caregivers who respond with socially desirable answers. Response bias is a potential danger to the validity of the study. Although some questions are 'reversed' in the LQWQ-questionnaire to prevent this bias, it is still an issue in self-report questionnaires. The descriptive analysis of the data showed that the median score of all items (after recoding) of the LQWQ was three, which means caregivers agree with the statements. This is in line with the findings of Brodaty et al. (2003) who reported that nursing home caregivers are quite satisfied with their job. We assume caregivers do not easily give an extremely positive answer, as there are always aspects of the work they are less satisfied with. We also used qualitative methods to get more profound information in addition to the results from the quantitative study. Although the combination of both methods provided us with more insight into how applying VCM may relate to job satisfaction, many questions also remain unanswered. We agree with Bakker et al. (2014) that future studies should also look for possibilities to observe 'behaviour' specifically related to job satisfaction. However, although these relation between behaviour and job satisfaction is not yet clearly understood, there are indications from other research that burnout may result in more aggressive behaviour (Rafii et al., 2004) and that work engagement could increase proactive behaviour (Sonnentag, 2003) . A second limitation is the sample size. In contrast to the study design, six instead of eight experimental wards were enrolled due to the higher numbers of eligible residents expected on these wards (Boersma et al, in press ). As a consequence fewer caregivers could be recruited, and some also dropped out during the study. This resulted in the sample size of the present study being relatively small. Based on the power calculation, we needed 64 caregivers in both groups, which was not achieved for the control group. Therefore, the study was somewhat underpowered. Apart from leave, sickness or quitting the training, the most important reason for dropping out of the study was that caregivers neglected to fill in the questionnaires. Despite the many reminders in person by the researcher or via the manager, these caregivers could not be persuaded. In the experimental group 49% dropped out, and in the control group 55% dropped out of the study. A significant difference for function was found between caregivers who completed the study and those who dropped out. More nursing assistants were found in the dropout group, while nurses who combined their function with a function as a coordinator and head nurses more often completed the study. The duration of the study might probably explain this difference. Some of the caregivers who changed jobs (n = 22) were nursing assistants and busy with their vocational education. Part of this education is that they regularly change wards. Obviously, this had little to do with not being satisfied with their job. The fact is that more experienced caregivers completed the study, which may have biased the outcomes, although the median scores in Table 4 do not
give the impression that a more equally spread educational level and working experience would have led to significant effects. The third limitation concerns missing data. In our data set there was a relatively high percentage of missing data. In the experimental group at most 9.3% data was missing at posttest, and for the control group at pretest and posttest at most 8.3% data was missing. The underlying reason for this could not be traced, but since the complete cases analysis differ only on function from the caregivers with missing items, we assumed they were missing at random (MAR). We therefore used multiple imputation to deal with the missing data (Eekhout et al., 2014) . The quasi-experimental study design is the fourth limitation to mention. The nonrandomized wards are a threat to the external validity. The fact that Foundation Theatre Veder selected the experimental wards and the nursing home management selected the control wards may have led to systematic differences between the experimental and control groups at the beginning of the study, although the characteristics of the wards were comparable (Table 1) . A fifth limitation consists of the roles of the first researcher and the team managers. The first author and researcher (PB) collected all qualitative data and at the same time executed the quantitative part of the study. We think we limited the risk of confirmation bias by having the qualitative data independently coded by two researchers (PB and JvW). The statistical analyses were also executed by two researchers (PB and BW). JvW and BW both did not participate in the data collection. The team managers selected the participating caregivers for the focus groups based on purposive sampling with clear criteria (see Methods, qualitative data/focus groups). As described in Table 6 the participating caregivers in the focus groups differed in age, function, ethnicity, education and experience working in psychogeriatric care. So team managers have apparently not selected only, for example, highly educated caregivers or caregivers with more working experience. The last limitation we want to describe is the possibility of contamination between the experimental and control wards and the 'Hawthorne effect'. In one of the four nursing homes there was incidental exchange of staff between the experimental and control ward. Although contamination cannot be completely ruled out, we assume that this concerned only a small number of the total group of caregivers. Also, the influence of 'the 'Hawthorne effect', i.e. that caregivers of the control wards changed their opinion about job satisfaction merely due to the fact that they were involved in the research and received attention for their professional activities (Polit, 2003) , is assumed to be small, as the median score of the subscales of the experimental group and the control group at T0 and T1 were more or less the same.
Conclusions and recommendations
The quantitative outcomes of our study indicate that working with the person-centred method VCM does not positively influence the job satisfaction of the caregivers. However, results from the qualitative data suggest that working with VCM does have some positive influences on the daily working tasks of nursing home caregivers. These possible positive influences do not seem to automatically influence the job satisfaction of caregivers as measured in this CHAPTER study. Further qualitative and quantitative research is recommended to gain insight into the relationship between the experience of providing person-centred care and different aspects of job satisfaction of caregivers of people with dementia.
